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Introduction
poor patient outcomes in this patient population [5] [6] [7] and the growing emphasis on optimizing patient outcomes by delivering high quality care. Furthermore, PAC facilities are financially incentivized to enhance care delivery and improve patient outcomes or face penalties for poor outcomes [29] [30] [31] . Thus, as part of the care team, there is a need to identify what practices constitute high quality rehabilitation. The purpose of this study is to capture perspectives of rehabilitation practitioners, specifically those of occupational and physical therapy, on the hip fracture practices that constitute high quality rehabilitation.
Methods

Study design
In-depth semi-structured focus groups were conducted with occupational therapists (OTs), occupational therapy assistants (OTAs), physical therapists (PTs), and physical therapy assistants (PTAs) working in SNFs in southern California. Ethics approval was obtained from the [blinded for review] Institutional Review Board.
Sampling and recruitment
A purposive sample of SNFs located in Los Angeles County was recruited to participate in the study. Guided by Donabedian's framework, facilities were selected that differ across key organizational characteristics (e.g., total number of beds, staffing levels) and patient characteristics (e.g., socioeconomic status, medical complexity) that have been associated with care quality [12, [32] [33] [34] [35] [36] to promote the exploration of care practices that are characteristic of high quality rehabilitation. Sample selection data were derived from the Medicare Nursing Home Compare website, a government-run site providing publicly available information on care quality and organizational characteristics of facilities that receive Medicare and Medicaid payments in the US (https://data.medicare.gov/data/nursing-home-compare). From a list of facilities in LA County, SNF administration was contacted regarding participation in the study. Each approached facility agreed to participate. We then worked with rehabilitation administration to schedule a convenient date and time to be on site. Each facility hosted the research team for one focus group. Prior to the event, facilities were given fliers to advertise the focus group as well as an email providing an overview of the study, which was disseminated to staff.
To participate in the focus group, rehabilitation practitioners had to: (1) be licensed OT, OTA, PT, or PTA; (2) have at least one year of clinical experience working with hip fracture patients; and (3) be employed in the respective facility. Lunch was provided to participants, and upon completion of the focus group, the rehabilitation department was given a $50 gratuity gift card as a token of appreciation.
Data collection
All focus groups were conducted between July and August 2014. One researcher facilitated the focus groups and at least one research assistant attended each session to take notes. The length of the focus groups ranged between 30 minutes and 75 minutes. A total of 13 focus groups were conducted with an average of 7 (+3) participants per group and 99 participants overall. A semi-structured guide that had been previously piloted was used for all focus groups. Questions explored the practitioners' experiences and perceptions of delivering high quality hip fracture rehabilitation and sought out discrete examples to augment their perspectives. For example, participants were asked to think about an entire rehabilitation stay and to identify five practices that every patient admitted with a hip fracture should experience? Participants also completed a brief questionnaire detailing their age (in years), sex (male or female), race/ethnicity (Asian, Black, White, or Other), clinical discipline (OT or PT), length of professional experience (in years), tenure in current facility (in years), and full-time employee status (yes or no).
Data analysis
The focus groups were audio-recorded and transcribed verbatim with all identifying information removed. Each transcript was verified for accuracy. We used a grounded theory approach to analyze the transcripts, which involves three steps of coding (open, axial, and selective).
During open coding, participants' statements and clinical examples were labeled with a word or phrase that succinctly represented the topic area of discussion. [37] After coding the first focus group transcript, the team convened to discuss the codes and their respective coding decisions. Based on comparisons across team members' coding decisions and discussions about which codes most accurately categorize the focus group data, an initial set of codes was generated and used to inform research team members' independent open coding of the second focus group transcript. Subsequently, the team met to discuss the coding of the second transcript, which entailed discussing new codes and refining initial codes as needed to better categorize the focus group data. On all subsequent transcripts, three team members independently coded each transcript, and then the entire team met to discuss the coding process, the codes, and emerging themes and subthemes. After completing initial coding for the 13 transcripts, all data were imported into ATLAS.ti, and the codes that were developed during open coding were applied to all data.
After completing open coding, the research team examined the coded text and related categories of information (i.e., segments of coded text) in a process called axial coding. [37] Specifically, using the Donabedian model, we linked categories to help integrate the structure, process, and outcomes of hip fracture rehabilitation. Categories were linked in a set of relationships that denote causal conditions, contexts, intervening conditions, action/interaction strategies, and consequences. For example, several practices were identified as constituent of high quality rehabilitation particularly when deployed within the first 72 hours in the SNF.
In the final stage of coding-selective coding-major categories were organized around a central explanatory concept or core category. [37] Our core category, high quality hip fracture rehabilitation, was chosen a-priori as it addresses our core research question. Analysis was considered to be complete when theoretical saturation occurred, that is, when no new or relevant data emerged regarding a category, when category development was dense, and when the relationships between categories was well established and validated.
We used constant comparative analysis throughout the three-stage coding process to assure codes and themes were robust, which entailed making comparisons of the coded text within and across focus groups. [38] Transcripts were then reread to verify that the codes were present in the data. Successively, candidate themes and subthemes were reviewed and verified in the data to finalize themes and identify negative case examples that refuted emerging themes. When cases or concepts were identified to refute the candidate themes, the team discussed and amended the themes accordingly. To further verify findings, all 13 participating facilities were invited to participate in one of five web-based interactive meetings in which the preliminary themes and subthemes were presented and feedback was solicited to verify findings. Participants verified all themes. Table 1 presents the characteristics of the 99 practitioners who participated in the focus groups. Forty-nine percent (n=48) were OT practitioners, 50.5% were PT practitioners (n=49), and two participants did not disclose their discipline. Seven themes emerged that describe high quality hip fracture rehabilitation: (1) objectives of care, (2) the first 72 hours, (3) positioning, pain, and precautions, (4) use of standardized assessments, (5) episode of care processes, (6) facilitating insight into progress, and (7) interdisciplinary collaboration. Each theme is summarized and supported with quotes, which serve as examples of how these practices have been used in clinical practice. To indicate which of the 13 focus groups the quote was extracted from, an FG and number (e.g., FG-8) is used.
Results
[ Table 1 approximately here]
Objectives of care
Participants emphasized that the objective of rehabilitation is to get the patient back home. However, they clarified that it is not just about whether or not the patient returns to the community; rather, high quality care reflects the facilitation of a safe discharge home. This includes maximizing independence and equipping the patient (and caregivers) with knowledge and skills to get home and stay home-safely. To this end, the patient and caregiver need to be equipped with skills to recognize symptoms that may indicate a change in medical or functional status, such as a urinary tract infection, surgical infection, or change in fall risk. Additionally, preventing subsequent falls and fractures was consistently described as an objective of rehabilitation. Embedded within this overarching goal, as the practitioners emphasized, is the importance of helping the patient come to terms with his or her "new self."
One participant described a common occurrence in PAC rehabilitation in which patients view themselves as the person they were prior to the fracture without insight into current functional limitations or recognition of what facility staff are providing in terms of support with self-care. For example, a study participant explained: 
'" (FG-2)
The practitioner's role was described as assisting the patient and caregiver to reconcile the individual's capacity before the fracture with the "new self" so patients can understand abilities, limitations, and need for supports to safely engage in meaningful activities within their home environment.
The first 72 hours
A theme arose regarding the first 72 hours after a patient's discharge from the hospital to PAC with a hip fracture diagnosis, distinguishing this time frame from the rest of the PAC stay. The practitioners' initial interactions with the patient and family were identified as pivotal exchanges that lay the foundation for the entire stay. Not only were OT and PT evaluations conducted, but this was also a time to build relationships with the patient and family, who may be experiencing a stressful and chaotic transition from the hospital to PAC. Creating a collaborative and trustful relationship with the patient and family during the first 72 hours was described as high quality care:
"Developing trust is huge. If they don't trust you, they will not do anything for you." (FG-12)
Practitioners also described the importance of orienting the patient and family to the facility and the rehabilitation process so they knew what to expect throughout the stay.
"Educating them a lot… explaining why they're here; how long that might be. [Emphasizing] the shared goal is to go home, and be back to their [prior] level." (FG-2)
This would include discussing findings of the evaluation, collaborating on care planning, and initiating mobility while reinforcing hip precautions and weight bearing status.
Several focus groups discussed the importance of talking with the certified nursing assistants (CNAs) and the charge nurse after completing the initial rehabilitation evaluation to foster interdisciplinary care. In the US, CNAs are the care providers who assist patients with the majority of self-care tasks in SNFs. As overseers of patient care, the charge nurse communicates patient updates and recommendations to nursing on the next shift as well as the physician overseeing the plan of care. The intent of this initial communication with nursing was to convey the OT/PTs' evaluation findings, recommendations for assisting the patient (e.g., toilet transfers), and strategies to prevent adverse events (e.g., accidental falls), particularly in the first 72 hours.
The 3 P's: Pain, Positioning, & Precautions
To promote recovery while increasing functional abilities, the 3 P's-pain, positioning, and precautions-were identified as a core area for high quality hip fracture rehabilitation. Practitioners acknowledged that pain after surgical repair of a hip fracture is common and can slow recovery, limiting participation in rehabilitation. Practitioners stated that their role in pain management included: collaborating with patients and nursing staff to identify optimal times for rehabilitation based on pain medication schedules; monitoring pain during therapy sessions; and working with the care team, particularly the nurse and physician, when pain interferes with the patient's ability to participate in therapy. Practitioners also described the importance of integrating alternative strategies and positioning into treatment sessions to mitigate pain:
"I've encouraged patients to bring in some relaxing music or [try] meditation and basic breathing techniques. We complement [medications] with other ways to manage their pain." (FG-11)
Positioning was closely tied to compliance with precautions and addressing pain, including working with the patient to identify body positions that mitigate pain while aligning with precautions.
Depending on surgical approach for the hip fracture repair, the patient may have to comply with hip precautions to avoid dislocation. As the patient begins to engage in self-care tasks and functional mobility, they must learn how to move in a new way:
"PTs, [best practice is to] first do bed mobility. If there is a hip replacement, make sure that patient knows their precautions. Focus on the bed mobility because that's the first barrier to getting out from the bed." (FG-13)
The participants emphasized high quality hip fracture rehabilitation should include educating, training, and reinforcing the integration of the hip precautions and weight bearing limitations in the context of the patient's daily activities in order to establish new routines:
"They're used to doing it [getting dressed] a certain way; [rehab has to] show them there's a different way to do it and really getting them used to that." (FG-2) Use of standardized assessments
Evaluating patient risk and abilities with standardized assessments served multiple purposes and was described by participants as a marker of high quality care. Focus group participants discussed augmenting required clinical documentation with assessments to demonstrate need for intervention and progress to the patient, caregiver, and insurance companies. Three common assessment areas were fall risk, balance, and cognition. Use of standardized assessments provided quantifiable and normative standards, with which OT and PT practitioners supported their clinical recommendations during the collaborative process of making healthcare decisions with the patient, caregiver, and interdisciplinary team. Assessing fall risk and balance were used to facilitate conversations about an individual's risk of subsequent falls and opportunities for altering that risk. Due to the interplay between cognitive ability and engagement in functional tasks, results of standardized cognitive assessments were used to guide treatment approaches (e.g., facilitating compliance with weight bearing during mobility and dressing), educate caregivers during training sessions, and inform discharge recommendations (e.g., 24 hour supervision, assistance with medications).
Episode of care practices
A series of clinical practices was identified as critical and necessary for patients in hip fracture rehabilitation to achieve a safe community discharge. As reflected in Figure  1 , activities of daily living (ADLs) retraining, environmental safety assessments, community mobility, navigating stairs, fall prevention, and health management strategies (e.g., symptoms of medical status changes) are among the practices that participants consistently labeled as reflecting high quality care. Further, it was emphasized that discharge planning must start at admission and continue throughout the stay to address the patient's cumulative functional and medical needs in order to achieve a safe community discharge. This ongoing process was described as being informed by the other care practices reflected in the figure, which is why discharge planning is reflected in the figure as encapsulating the other processes. Practitioners suggested these practices be addressed throughout the stay by means of education, training, handouts, skillbuilding, and teach-back sessions with patients, family, and staff:
"You really want the family to come in [for training] so they feel confident when they are by themselves at home [with the patient] so that they'll be able to do it." (FG-2).
Practitioners frequently described using in-person training to model a behavior or skill, capitalizing on hand-over-hand assistance and providing verbal cues to build efficacy.
[ Figure 1 about here]
In discussing environmental assessments, practitioners across focus groups consistently pointed out two distinctive times at which conducting the assessment was crucial: near the time of the PAC admission and in preparation for community discharge. Such distinction was made to emphasize the importance of examining the personenvironment fit in each setting (in the facility and again in the community) and reconciling any discrepancy between the environment and the patient's abilities, precautions, risk, and needs.
"If it's a dementia patient, we might not want them in a low bed [because the patient] might be more likely to dislocate [the hip] on their way out of bed. So, communicating [to nursing] that patient is not a low bed [candidate], so that you get the right one [strategy to prevent the dislocation and potential fall]." (FG-5)
Participants described the optimal approach for the environmental assessment of the patient's home would be a home visit. Yet, acknowledging that a home visit is not always possible, practitioners in several facilities described alternative approaches they use, including Skype/Facetime with a caregiver to get a virtual-tour of the home, asking the caregiver to complete the Center for Disease Control home safety checklist, or having the caregiver take pictures of the home environment. These approaches could then inform recommendations and guide remaining treatment sessions to address specific needs of the patient prior to discharge:
"the patient has a four-inch threshold to step over, so we'll try to simulate the best we can. We want to address anything that they're having a tough time with." (FG-1) Community mobility was explained in the context of facilitating a safe community transition to prevent adverse events. The practitioners described a variety of patient scenarios, such as needing to access transportation (e.g., car, public bus) to go to a doctor's appointment. To minimize dislocation of the hip, ensure compliance with hip precautions, and accommodate a patient's limitation, the practitioner, patient, and caregiver need to discuss appropriate means of community mobility and problem-solve barriers. Practitioners emphasized high quality care integrated modeling and hands-on patient and caregiver practice for community mobility training (e.g., car transfer training).
During the patient's rehabilitation stay, nurses dispensed the medications based on a physician-prescribed medication schedule. However, in preparation for going home, OTs frequently found it important to address the patient's medication routine. Medication management was seen as collaborative effort with the nurses, patient, and caregiver, to ensure the medication schedule prescribed by the physician was integrated into the patient's daily routine. OTs frequently described using the results of the standardized cognitive assessment(s) to guide their clinical approaches. For individuals with impaired cognition, the practitioners described working with both the patient and caregiver to identify strategies for integrating medications schedules into their daily routine. Alternatively, if the patient had cognitive impairment but no caregiver(s), participants emphasized the importance of making recommendations to the interdisciplinary care team to ensure services are setup to support a safe discharge, including assistance with medication compliance.
Facilitating insight into progress
To support the patient's recognition of his or her "new self," practitioners emphasized the importance of highlighting functional progress to the patient. Failure to facilitate the patient's insight into their abilities can result in the patient engaging in activities they can no longer complete safely, as they did prior to the hip fracture, thereby increasing risk of poor outcomes. Practitioners shared examples in which they informally initiated conversations with the patient about their progress during a treatment session, at the end of a session, and weekly during goal review.
"Pointing out that progress, [which] they don't realize. They go, 'we're doing terrible, I can't do this.' But, look how far you walked yesterday and look how you're doing today. Making sure they realize it, because they may not feel like they're making progress, but we see it." (FG-2)
Interdisciplinary collaboration
In PAC, where care focuses on patients' medical and functional recovery, OT and PT practitioners work with other disciplines to achieve patients' goals. Interdisciplinary collaboration was frequently described as a key element of high quality care and also a give-and-take dynamic. One focus group participant shared,
"as therapists, we are information gatherers, and then [sharing] that information to nursing, or whoever's going to use it." (FG-7)
Alternatively, another participant stated the importance of receiving information from other disciplines during the morning standup meeting:
"the charge nurses from each station will… give their 24-hour report. The CNAs also give an update on how they [the patients] did in the morning." (FG-7)
Examples of interdisciplinary communication included sharing information about medications, weight bearing status, or the patient's change in assistance level outside the therapy room.
As conveyers of information, the practitioners used training sessions to communicate recommended approaches to both the patient and staff. However, the approaches to training differed across various facilities, from spur-of-the-moment training with the CNAs and patient to formal in-service training with all CNAs on the unit. Interdisciplinary communication was consistently seen as critical to delivering high quality care.
Discussion
By identifying practitioners' perspectives on the care practices that constitute high quality rehabilitation, this study addresses a gap in the literature. Previous literature has examined the effect of a single rehabilitation intervention or identified the importance of occupational and physical therapy as part of the care team [16] [17] [18] [19] [20] , but there is a dearth of evidence detailing the cumulative OT and PT care processes that constitute PAC rehabilitation. Seven themes emerged from focus groups with rehabilitation practitioners, reflecting common perceptions on the goals and domains that make up high quality hip fracture rehabilitation: objectives of care; the first 72 hours; positioning, pain, and precautions; use of standardized assessments; episode of care practices; facilitating insight into progress; and interdisciplinary collaboration.
Practitioners in this study consistently described the goal of care as safely getting the patient home without re-hospitalization. Despite the commonly used dichotomous outcome measure of community discharge [39] , which focuses solely on whether the patient goes home or not, practitioners in this study had a broader goal of PAC rehabilitation. In alignment with readmission prevention efforts in the US and internationally, practitioners defined community discharge as getting home and staying there, thereby avoiding a readmission for at least 30 days [40] . The practices that these study participants went on to describe, were situated within this goal of getting the patient home and equipping the patient and caregiver with the knowledge and skills to stay home.
Toward this end, participants described a patient-centered approach to discharge planning. They emphasized that discharge planning started at admission and took into account the patients' as well as the caregivers needs and abilities, both physical and cognitive, to promote independence and minimize risk of adverse events, which aligns with the broader care transition literature [41] [42] [43] [44] [45] [46] . Taking this patient-centered approach addresses a gap described in previous studies, which has emphasized caregivers' feelings of being excluded from discharge planning and being ill-equipped to manage caregiving responsibilities post-discharge [47] [48] [49] [50] . Furthermore, study participants consistently described interdisciplinary collaboration as a high priority. OT and PT frequently described reinforcing the efforts of other disciplines (e.g. nursing and physicians) to facilitate medical and medication self-management when working with patients and caregivers during therapy sessions. This collaborative, yet complementary approach is consistent with effective acute care community transition programs. [41] For example, within the context of medication management, OTs described supporting nursing and physician efforts by utilizing results of the standardized cognitive assessment to inform most effective approaches. This has been supported by previous work detailing OTs efforts to assess and develop interventions related to the client's functional cognition, physical capacity, memory, and other issues to improve the client's ability to manage medications prescribed by the physician. [51, 52] Additionally, participants identified other practices that are not reflected in existing care transition initiatives, but are necessary to prevent readmissions for this rehabilitation population, such assessing fear of falling, and fostering health management in the context of changes in medical and functional status that may occur after PAC discharge. These concepts have each been identified as risk factors for adverse outcomes and therefore are areas to target for discharge planning and prevention of adverse events [53] [54] [55] .
Persistent pain has been associated with poor outcomes after hip fracture [56] and is more common during movement than at rest [57] . Given the intent of rehabilitation, focus group participants emphasized the importance of assessing and addressing pain from the perspective of functional improvement throughout the PAC stay. In an effort to optimize pain management, interdisciplinary communication and collaboration was described to be essential. In particular, conveying changes in a patient's pain level during functional activities was perceived to be how OT and PT could support physicians and nursing efforts to manage pain. This additional information can assist physicians in care decisions related to polypharmacy, preventing adverse events (e.g. fall risk), and the patient's plan of care, which is consistent with the broader literature detailing the role of nursing and physician in hip fracture recovery. Due to the pervasiveness of chronic pain and its negative impact of limiting activity [58] , as recorded in prior research [59, 60] , practitioners also described the importance of equipping patients and caregivers with other coping strategies for pain between medication doses.
Promoting functional recovery was consistently described as a primary rehabilitation aim. While practitioners saw themselves as team members contributing to the patients' risk assessment, they approached the patients' issues from the context of optimizing function. Similarly, the practitioners described their relationships with CNAs as mutually supportive. The two most commonly conveyed and valued interchanges occurred when a patient had a change in functional status. The CNA was described as the individual who knew the patient best and could update the practitioner with information that may be used to guide the plan of care. Alternatively, practitioners described instances in which they would inform the CNA of the patient's increased level of independence, which meant the CNA could provide less assistance with a functional task. Due to the constantly changing functional status of this PAC population, such communication between members of the care team was seen as essential to achieving optimal patient outcomes.
Rehabilitation patients and caregivers are challenged with maintaining a delicate balance between regaining independence and managing risk of adverse events within the context of their situated perspectives [61] . Throughout the rehabilitation stay, a patient's perceived abilities, limitations, and autonomy evolve. They may experience functional recovery and increased independence in ADLs and instrumental activities of daily living, but often the new functional ability is less than the patient's prior abilities. Thus, patients have to reconcile the incompatibility of their physical capacity with the perceptions of the individual they expect to be [62] . As patient advocates, practitioners described their efforts to resolve this mismatch between the patient's perceived self and post-fracture abilities by empowering the "new self" and promoting the patient's quality of life. Similar experiences have been described in the stroke rehabilitation literature [50] .
Limitations
Limitations of this study are noted. This study does not capture the perspectives of rehabilitation practitioners working in other PAC settings, patients, caregivers, or other members of the PAC team. Future work is needed to capture the priorities of other stakeholders and identify their perspective on the role of OT and PT as part of the care team, as they work collectively to delivery high quality care. Furthermore, this study did not evaluate the extent to which these practices are implemented. The focus groups were conducted in the US within one geographic region; while efforts were made to capture a diverse range of facilities with different resources, patient case-mix, and organizational characteristics associated with quality, the findings may not be generalizable to other geographic regions or other countries. However, similar policy drivers are in place throughout the US and European countries and as such results can still be applied in broad terms.
Despite these limitations, this study has contributed to the literature by addressing what constitutes high quality rehabilitation in the context of multidisciplinary postoperative hip fracture care from the practitioners' perspective. While this study is only the first step towards equipping practitioners with the tools necessary to develop clinical guidelines and enhance patient outcomes, it lays the foundation for subsequent efforts. Future research is needed to verify these findings from the perspective of other stakeholders (e.g., patients), ensure their alignment with current evidence, and develop measures for evaluating their implementation and relationship to desired outcomes.
Conclusion
Currently, rates of readmissions and failed community care transitions are suboptimal for patients experiencing a hip fracture. However, the current shortcomings of our knowledge on the constellation of OT and PT best practices limit efforts to enhance these outcomes. Thus, if patient outcomes are going to be optimized, high quality rehabilitation must be defined and delivered. Our findings suggest that there is a core set of practices that OT and PT practitioners perceive to constitute high quality hip fracture rehabilitation. These practices have been situated within the context of an interdisciplinary team, in which all disciplines work together to achieve the patient's desired goals. This work provides critical information that can advance the development of stakeholder-driven rehabilitation guidelines and quality measures, thereby laying a foundation for future research quantifying the role of rehabilitation practitioners in hip fracture care. Further, the methodology employed in this study emphasized the importance of participatory research and qualitative grounded theory on under researched areas like this.
Implications for Rehabilitation
 This study highlights occupational and physiotherapy therapy practitioners' perspectives on the cumulative best practices that reflect high quality care, which should be delivered during hip fracture rehabilitation.  While this study was limited to two professions within the broader interdisciplinary team, consistently occupational and physiotherapy therapy practitioners situated their role and practices within the team, emphasizing that high quality care was driven by collaboration among all members of the team as well as the patient and caregivers.  Future research needs to evaluate the (1) frequency at which these practices are delivered and the relationship to patient-centered outcomes and (2) perspectives of rehabilitation practitioners working in other PAC settings, patients, caregivers, as well as the other members of the interdisciplinary PAC team. 
